A closed-book, multiple-choice examination following this article tests your under standing of the following objectives:
Background
Current ethical conflicts reflect advanced medical technology, consumers' expectations of medical care, tension between patient autonomy and medically appropriate treatment, shifts in health care financing, and limited economic and workforce resources. 5, 9 Sources of ethical conflict include poor communication, competing values and interests, divergent goals, and disruptive behavior. [9] [10] [11] Whether they occur between providers and patients' families or among health care teams themselves, ethical conflicts in intensive care units (ICUs) are prevalent. 2, 5, [12] [13] [14] [15] In the Conflicus Study, 71.6% of 7498 ICU nurses and physicians in 24 countries reported a perceived ethical conflict in the week before the survey. 2 Swetz et al 16 reviewed 255 ethics consultations and reported that most cases involved multiple ethical conflicts including staff disagreement with the plan of care (76%), end-of-life issues (60%), and futility concerns (54%); 40% involved ICU situations.
Ethical conflicts in ICUs primarily result from differing perspectives on treatment goals, especially regarding the balance between aggressive treatment and anticipated benefit-sometimes called prognostic conflict. 12, [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] Ethical conflicts are particularly relevant during end-of-life care. 17, 22, 25, 27, 28 In a Pew Research Center (2013) survey, 29 31% of American respondents said that they believe that health care providers should always do everything possible to preserve life-up from 15% in 1990. Examining Medicare reimbursement records from years 2000, 2005, and 2009, Teno et al 30 noted an increase in ICU stays during the last month of life. Similarly, Morden et al 31 reported that Medicare recipients with cancer received aggressive treatments, such as ventilator support, relative to their poor prognosis in the last weeks of life. Bakitas et al 32 also reported that heart failure patients are not often referred for palliative care services until the last month of life and suggested that advance care planning is often delayed.
Although aggressive therapies may be indicated in some situations, patients often refuse aggressive treatments when they are aware that medical interventions are not likely to improve their condition. 33 Unfortunately, many patients believe inaccurately that therapy will be curative. For example, Chen et al 34 reported that 64% of patients with incurable lung cancer believed that radiation therapy could be curative, and Weeks et al 35 reported that 69% of patients with stage IV lung cancer and 81% of patients with stage IV colorectal cancer did not understand that chemotherapy was not curative. Delaying or avoiding E thical conflicts are among the most challenging situations faced by patients with life-threatening conditions, their families, health care providers, and the health care system. [1] [2] [3] [4] [5] In complex clinical situations, different moral perspectives are expected and can improve the plan of care. However, if health care providers avoid discussion about ethical concerns or systems fail to provide opportunities to resolve disagreements, ethical conflicts often result in suffering of patients. Ethical conflicts represent divergent values and are usually accompanied by strong and sometimes troubling emotions. 6 Furthermore, ethical conflicts can lead to providers' moral distress, which the American Association of Critical-Care Nurses identifies as critically important. 7 In a consensus statement, the American College of Critical Care Medicine asserted that effective team communication plays a crucial role in preventing and managing ethical conflicts during end-of-life care. 8 In this article, we describe a research project that pilot tested a new ethics screening and early intervention tool to improve communication and prevent potentially harmful conflicts and moral distress.
identify risk factors for and early indicators of ethical dilemmas and conflicts. We selected the most prevalent responses and constructed the tool accordingly. Five critical care, oncology, and ethics experts assessed the tool for content clarity and relevance. The tool's first section required nurses to assess clinical situations for which risk factors and early indicators were evident and to analyze the level of risk (low, medium, high) that the situation was likely to develop into an ethical conflict. Next, nurses identified appropriate follow-up actions. Finally, nurses were asked to appraise the risk of negative consequences for themselves if they initiated action to address the potential conflict.
Participants
We recruited oncology and ICU nurses via flyers; 28 bedside nurses participated, 14 from each site. Most (n = 25) worked in ICUs. Five men and 23 women participated; they had a mean of 9.65 years of clinical experience. Educational preparation included 1 diploma, 4 associate's degrees, 21 baccalaureate degrees, and 2 master's degrees. Half of the participants reported ethics education as part of their nursing curriculum, 5 reported attending ethics conferences, and 9 reported little or no ethics training. Most nurses were white; 1 nurse was African American, 1 was Asian American, and 1 was a Pacific Islander.
Study Procedures and Data Collection
Before ethics screening started, participants attended a 4-hour ethics workshop where researchers reviewed ethical responsibilities, a case study with guidelines on raising concerns, and orientation to the ethics tool and study procedures. Researchers in both sites used the same training materials and discussion outline. Because the workshop was interactive, many participants raised their own questions and provided their own examples. The result was a structured, interactive dialogue about ethical responsibilities and concerns. After the workshop, we asked participants to apply the screening tool in clinical practice for 3 months. All but one nurse initiated the tool when an ethics-related issue seemed pertinent. One ICU nurse chose to change his use of the tool after 6 weeks of the study and applied the tool on every patient he cared for. Because his use of the tool varied from that of other participants, we analyzed and reported his data separately.
When applying the tool, nurses also responded to a brief questionnaire with 2 major sections: (1) ethics situation such as patients' diagnoses, general condition, and time required for screening, and (2) conversations about prognosis and treatment options increases the probability of continuing unwanted treatments for patients with serious conditions, which, in turn, fuels ethical conflicts. 31, 32, [36] [37] [38] The negative effects of ethical conflicts are widespread for patients, patients' families, and health care providers. Quality care and patient safety are threatened when health care providers are burdened by stressful ethical conflicts that erode interpersonal trust, compromise working relationships, and fragment care. 1, 24, [39] [40] [41] [42] [43] [44] [45] Furthermore, these compromised relationships increase patients' mortality and morbidity 44, 46, 47 and organizational costs. 41, 48 Ethical conflicts can also delay treatment decisions 4 and increase the risk for family conflict. 24, 49 Ethical conflicts contribute to moral distress.
20,50
Jameton 51 introduced the concept of moral distress as an experience in which a person is constrained from taking an action he or she believes to be right. Moral distress not only affects individual behavior but also the workplace environment. [52] [53] [54] [55] [56] [57] [58] For example, distressed health care providers can experience decreased job satisfaction, [59] [60] [61] unsettling physical symptoms such as insomnia and headaches, and disruptive psychological symptoms such as loss of confidence and self-worth. 26 Moreover, nurses' moral distress has been associated with absenteeism, burnout, intentions to quit, and leaving the profession. [62] [63] [64] [65] These consequences can lead to inadequate staffing, which in turn, is linked to unfavorable patient outcomes such as hospital-acquired infections. 66 Lingering effects of providers' moral distress can lead to moral desensitization, 50 harmful workplace climates, 23 and suffering of patients and their families. 26 The health system itself is financially affected when moral distress drives nurses and other providers to decrease their work engagement and productivity. 23, 59, 67, 68 
Method
This feasibility study was conducted at Mayo Clinic in Rochester, Minnesota and the University of California Los Angeles Medical Center. Two institutional review boards approved the study. The aim was to assess utility and acceptability of an ethics screening tool for clinical practice.
Development of the Ethics Screening and Early Intervention Tool
We used the results of a critical incident study to construct the tool. Pavlish et al 69 
Data Analysis
We calculated frequency of risk factors and early indicators with descriptive statistics. Content analysis was used on the written explanations about high, medium, and low risk levels for each situation and the focus group data. All qualitative data were initially detail-coded with subsequent collating of codes into specific insights about the data. 71 Specific quotes correlating with the study findings were highlighted.
Results

Situational Factors
Nurses initiated the ethics screening tool most often on older patients who had multiple comorbid conditions and were currently hospitalized for lifethreatening sepsis or organ injury and/or organ failure (Table 1) . In both sites, nurses who witnessed patients' suffering and deterioration were most likely to initiate the screening process. During the focus groups, when asked what triggered ethics screening, nurses identified responding to an "uncomfortable feeling" that something was "out of the ordinary" or "wasn't running smoothly." One nurse stated, "Something was wrong and at the time I didn't know what. Then looking at my choices [on the screening tool], it was a whole lot easier for me to understand and communicate what I was thinking to my coworkers." As previously mentioned, one ICU nurse after approximately 6 weeks, decided that ethics screening should be "standard care" and therefore, screened all patients he admitted during the remaining test period. The time required for ethics screening was usually less than 10 minutes.
When applying the screening tool to specific patient situations, nurses identified patient and family risk factors for ethical conflicts more often than health care team and system factors ( Table 2) . Lifethreatening illness and patients' vulnerabilities such as advanced age, diminished capacity, and inability to speak English were the risk factors most prevalently identified at both sites. Nurses across both settings also identified "family adamancy about aspects of patient care" and "unrealistic expectations" as prominent risk factors. The most prominent early indicators of ethical conflicts were the same in both settings and included "signs of patient suffering" and "signs of unrealistic expectations" followed closely by indicators of nurses' own moral distress.
Risk Level Assessment
The screening tool asked nurses to analyze whether situations were high, medium, or low risk for ethical conflicts and briefly explain their reasoning. High-risk situations averaged more risk factors and early indicators than medium-and low-risk situations (10.17 vs 7.46 and 1.9, respectively). A few risk factors were especially prevalent in the high-risk versus medium-and low-risk categories: (1) patients who were imminently dying (50% vs 16.7% and 3%, respectively) and (2) situations that involved family disagreements with care (50% vs 10.7% and 3.4%, respectively). Signs of moral distress among caregivers occurred in both high-risk and mediumrisk situations, but were more likely to occur in high-risk situations (67.8%) than in medium-risk situations (58.3%). Nurses never indicated signs of moral distress in low-risk situations. Signs of conflict were also more prevalent in high-risk situations (57%) than in medium-risk (41.6%) and low-risk (12.9%) situations. Signs of patients' suffering were also prevalent in both high-risk and medium-risk situations, but rare in low-risk situations.
Nurses' narrated rationale for assigning risk revealed some patterns. For example, nurses consistently reasoned that high-risk situations included decidedly aggressive treatments in patients with advanced illness or poor prognosis; violation of patients' advance directives; distressed family members, especially if accompanied by disagreement with the plan of care; and health care providers' own moral distress. Some nurses also reasoned that seriously ill patients without family or other supports were high risk. Situations that included uncertainty with plan of care or delays in making difficult decisions tended to be reasoned as medium risk and worth monitoring. High-risk situations had more risk factors and early indicators than did medium-and low-risk situations.
crazy nurse thinking a gut feeling." Other nurses suggested that the tool "brings the conversation to the table" so everyone is "on the same page." Some nurses commented that the tool empowered them to "push for an ethical plan of care" and also promoted teamwork, which relieved their moral distress. Other benefits included "the tool promotes nurses' confidence," and "starts conversations early enough
Screening Tool Benefits and Limitations
At the conclusion of the 3-month data collection period, we held focus groups and distributed a final survey. Nurses indicated that the screening tool's primary benefit was its capacity to clarify "murky" issues in complicated clinical situations. For example, one nurse commented that the tool validated the participant's concerns and proved "it wasn't just some No. of patients to prevent demoralizing crisis situations." Nurses also believed that the tool was convenient, easy to use, and would be acceptable to complete on a daily basis.
Nurses also provided suggestions for improving the screening tool. For example, nurses suggested that ethics screening should be multidisciplinary and include the whole team in discussing different perspectives about care. Several nurses stated that the tool should be applied soon after a patient's admission and regularly thereafter. Nurses frequently compared the ethics tool to skin and fall risk assessments; they suggested that the tool should be computerized, easily accessible, and expected as a standard of care. Others encouraged development of more objective measures for distinguishing between low-, medium-, and high-risk situations. Some nurses also indicated that the tool needed to provide more guidance for follow-up action. A few believed that the tool should include some automatic triggers. For example, one nurse stated, "If you were to create something that would automatically [trigger] a consult or some other action, it would decrease the possibility for interpersonal conflict."
Discussion
Results indicate that nurses are aware of certain risk factors and early signs that potentiate ethical conflicts. Given the time that nurses spend at patients' bedsides, it is not surprising that these nurses were especially sensitized to risk factors related to patients and patients' families. Peter and Liaschenko 72 claimed that proximity to patients helps nurses understand their moral responsibilities but does not necessarily provide the resources and power to formulate a response. Participants in our study verified this assertion when describing their 
Limitations
Results are limited by the small, nonrepresentative sample. Participants who volunteered might be more interested and sensitive to ethical issues in clinical practice, which could skew the results. The 3-month time period also limits any conclusions about sustainability of the benefits of using the tool. Our deciding not to require nurses to implement follow-up actions that were included on the tool limits our findings on the tool's usefulness and acceptability. Future research should determine the effectiveness of the tool by measuring outcomes such as stress and perceptions of care among patients and their families, providers' moral distress, and team collaboration.
Conclusion
Four key results from our study seem particularly relevant to critical care nurses. First, we learned that seriously ill patients are at risk for ethical conflicts and that all patients may benefit from being initially and periodically evaluated for that risk. Screening all critically ill patients would lead to early identification of particular medium-and highrisk situations and prompt early action that could modify risk and mitigate suffering for both patients and caregivers. Second, we learned that using an ethics screening and early intervention tool is feasible but needs to include a team-based approach, objective indicators, and clear guidelines for followup actions. More research on specific actions such as relational support that mitigates or prevents ethical conflict is needed. Third, we learned that nurses should be involved in ethics-related discussions, but ethical concerns are sometimes perceived by critical care nurses as too risky to voice. 70 To address this risk, we need to create systems that set a high standard for collaboration in ethics conversations for all ICU patients. Critical care researchers indicate that nurses are well positioned to initiate and strengthen teamwork in ethically complex situations. 74 Specific approaches for early nursing assessment that leads distress with difficult situations. For example, a particularly surprising finding that we reported in a recent article was that despite nurses' comments about the empowering benefits of the screening tool, several nurses still remained silent about their concerns. 70 Nurses described power structures and unit norms that often dictate who gets to say what in these complex situations. From this, we reasoned that the screening tool strengthened nurses' internal voices but did not necessarily encourage them to voice their concerns to others. We believe that this finding also explains why nurses suggested objective measures for determining risk level, more guidance for follow-up action, and automatic triggers for certain actions such as ethics consultation.
Nurses identified multiple risk factors and early indicators of ethical conflicts in all high-and medium-risk situations. Furthermore, they had little trouble distinguishing low-risk from medium-risk and high-risk situations, although some indicated that they had difficulty distinguishing between mediumand high-risk situations. This may indicate that these complex situations are very fluid and have multiple, influencing variables with uncertain outcomes. Additionally, not much is known about the characteristics of ethically difficult situations or the effectiveness of follow-up actions. A few studies exist. For example, Schneiderman and colleagues 28 found in a multicenter randomized trial that ethics consultations were effective in decreasing conflicts. Browning 20 found that nurses who reported being involved in patient care conferences were less likely to experience moral distress, which is often associated with ethical conflicts. In an intervention led by ICU nurses, researchers found improved surrogate decision making and urged nurses to become more involved in collaborative discussions about ethical issues. 73 In our research, the top 3 indicators of high risk for ethical conflicts in both settings pertained to patients' suffering, providers' distress, and unrealistic expectations among patients' families. When families are distressed and adamant and providers believe that treatments are harmful and increase needless suffering, patients ultimately endure the consequences. The top 3 indicators for ethical conflicts are patients' suffering, providers' distress, and families' unrealistic expectations.
to collaborative action need to be developed and tested. Finally, we learned that suffering is a complex, shared experience that has significant consequences for patient, family, and the care team.
Responding to shared suffering through early recognition of moral disagreements and implementing relational approaches to address differences could mitigate conflict and mounting distrust, providing an opportunity for authentic dialogue, deeper understandings, and good outcomes.
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